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Abstract
A 37-year-old female patient with four months history of paroxysmal pain in the left index finger was referred to our department 
for 99mTC-MDP scintigraphy. Radiographic studies of the patient showed a lytic tumour in the distal phalanx of the left second 
finger compatible with a glomus tumour. The scan showed mild decreased activity in the blood pool phase and minimal in-
creased activity on the delayed images. The patient underwent surgery and a glomus tumour was removed. To the extent of 
our knowledge, this is the first case of bone scan in a glomus tumour of the finger reported in the literature. 
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Discussion
To the extent of our knowledge, our study is the first reported 
case of bone scan appearance in glomus tumour. Blood pool 
images showed decreased uptake and only minimal uptake on 
the delayed phase was apparent and this is compatible with the 
abnormal vascular nature of the tumour (with a very slow inflow of 
blood) and its rapid growth. 
In general, glomus tumours are rare tumours which are com-
posed of the modified smooth muscle cells [1]. These cells arise 
from neurovascular structures responsible for thermostasis and 
named as glomus body [1]. Glomus tumours occur more commonly 
in young adult, which account for 1–5% of soft tissue tumours [1–6]. 
Introduction
A bone scan is an integral part of diagnostic workup in 
many primary bone tumours. The scan pattern in various rare tu-
mours has been reported in the literature. However, to the extent of 
our knowledge, no report exists on bone scan in a glomus tumour.
Case report
A 37-years-old lady with a painful left index finger was referred 
to our nuclear medicine department for 99mTC-MDP bone scanning. 
On clinical history, the patient had severe paroxysmal pain in the 
index finger of the left hand since 4 months ago. The patient’s pain 
was triggered with tactile stimulation or temperature changes. She 
also had red-blue discolouration of the finger with thermal varia-
tions. There was neither a history of trauma nor the familial history 
of the similar lesion. On physical examination, she presented nail 
fold elevation, focal tenderness and finger swelling. According to 
clinical presentation, glomus tumour had been considered as the 
most probable diagnosis. Figure 1 shows the hands of the patient. 
Figure 2 shows the plain radiograph of the fingers. 
After the admission of a patient, we injected 740 MBq (20 mCi) 
of 99mTC-MDP via a lower limb IV line. Imaging was done with a dual 
head gamma camera with low energy high-resolution collimator and 
140 KeV ± 10% photopeak window. Figure 3 shows the 3 phase 
bone scan of the patient. The patient underwent surgery and the 
tumour was removed surgically. Pathological examination of the 
removed tumour was compatible with a glomus tumour. 
Figure 1. Patient’s hand. Note the fusiform shape of the involved 
finger (arrow)




There was no sex predilection for a glomus tumour, but subungual 
types are more common among women [2]. Diagnosis is based 
on clinical history and physical examination [7]. However, imaging 
methods can be useful to achieve this purpose [7]. 
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Figure 2. Plain radiographs were performed in anterior and lateral views. On anterior view scalloping of the medial aspect of distal phalanx of the 
left index finger was noticed (large white arrow). Lateral view radiograph showed thinning of the dorsal aspect of the phalanx (small white arrow). 
Enlarged radiographic image is presented on the right side of the figure
Figure 3. Blood pool image showed mildly decreased uptake in the 
tip of the left index finger as compared to the opposite side. Delayed 
images of hands showed minimally increased tracer uptake in the 
location of a tumour
